S
pirituality is a human characteristic that allows a person to find meaning and purpose in his or her life, while providing a framework for constructing a coherent world view (1) (2) (3) . When patients are critically ill in the intensive care unit (ICU), they are often unable to make their own decisions due to the severity of their illnesses, limited cognitive capabilities, and the use of treatments that make communication difficult (4) . In this setting, family members must often act as surrogate decision makers, while simultaneously experiencing uncertainty and considerable psychological stress (5) . During these challenging times, spirituality may be especially relevant for family members who often view the crisis through a "spiritual lens" (6) .
Although numerous studies have examined the relationship between spirituality and medicine in chronically or terminally ill patients, little research has focused on the spiritual needs of family members with an adult loved one in the ICU. Studies in non-ICU settings have shown that many patients and families find religion to be the single most important factor enabling them to cope with a serious illness (7) . In addition, spirituality is one of the key predictors of positive long-term adaptation for family members when a patient dies (8) . Because providing high-quality care for critically ill patients also requires caring for their families (9), a comprehensive approach to ICU improvement must also consider the spiritual needs of family members.
The impetus for the current study arose from observations made during a previous investigation of 1,038 critically ill patients at seven medical centers (10) . In the previous study, family members were asked to rate their satisfaction with various components of care while their loved one was in the ICU. Although the overall response rate for questions was 94%, only two thirds of family members provided a rating for an item asking about satisfaction with spiritual care in the ICU. In addition, among those rating this spiritual care item, fewer than half scored their satisfaction as "excellent." Given the importance of spiritual care for both patients and families in the ICU, we thought these findings warranted further investigation.
We conducted an exploratory analysis to identify potential determinants of family satisfaction with spiritual care in the ICU. Based on our previous observations, we examined two specific questions. First, we identified whether ICU family members who rate their spiritual care are different from family members who do not rate their spiritual care (i.e., either skip or rate the item as "not applicable"). Second, among ICU family members rating their spiritual care, we examined whether certain factors were associated with higher satisfaction scores. We believe that understanding these factors is an important first step for future research on this emerging topic.
MATERIALS AND METHODS

Populations and Settings
We used data from an ongoing cluster randomized trial aimed at improving end-of-life (EOL) care for ICU patients in 10 Seattle-area hospitals. Data are based on baseline assessments at ten of the hospitals for which chart abstraction and questionnaire data were available at the time of this analysis. The ten hospitals included a university-affiliated county hospital (65 ICU beds), two community-based teaching hospitals (44 and 45 ICU beds), and seven community-based, nonteaching hospitals (ranging in size from 15 to 32 ICU beds). The number of patients enrolled at the various sites ranged from 27 to 164. The study protocol was approved by institutional review boards at the University of Washington and each participating hospital.
All patients dying in the ICU or within 24 hrs of discharge from the ICU were eligible for study. Potential patients were identified using ICU admission/discharge logs, and enrollment took place between July 2004 and November 2005. Family members were identified using two approaches. At one site, next-of-kin were identified using the hospital's electronic medical record. At the remaining sites, survey packets were addressed to the "family of [patient name]."
One to 2 months after the patient's death, we mailed a survey packet with a consent form, cover letter expressing condolences and explaining the study, and a $10 incentive. A thank-you/reminder postcard was sent 2 wks later. If the questionnaire was not returned within the next 3 wks, we mailed a final packet with cover letter, consent form, and survey. Each family member self-reported his or her demographic characteristics, including age, sex, ethnicity, education level, relationship to patient, and whether he or she lived with the patient.
The ten study sites have slightly different spiritual resources available for ICU patients and families. All hospitals have an office for a chaplain or spiritual advisor. At seven sites, a spiritual advisor performs daily rounds on all ICU patients. At two sites, a spiritual advisor rounds in the ICU two to three times each week. At one site, a spiritual advisor visits ICU patients and families on request only. At seven sites, a designated chaplain or spiritual advisor is on-call 24 hrs/day. At the remaining sites, a chaplain or spiritual advisor is only on-call during normal working hours.
Data Sources
Family Satisfaction in the Intensive Care Unit Questionnaire. Family members were asked to rate their satisfaction with spiritual care in the ICU as part of a 34-item survey, the Family Satisfaction in the Intensive Care Unit (FS-ICU) questionnaire. The FS-ICU is a reliable and valid questionnaire designed to measure family satisfaction with ICU care, and details of its initial development and validation have been previously described (11, 12) . The instrument has been used in several Canadian and U.S. studies (13) (14) (15) (16) (17) , and recently, we developed a validated scoring method for the FS-ICU (10) . The full survey (with scoring instructions) is available on-line (18) .
A single FS-ICU item asked family members to rate their satisfaction with "how well the ICU staff met your spiritual/religious needs." The item used a 5-point response scale (poor, fair, good, very good, excellent) or respondents could select "N/A," not applicable. Later in the survey, a second item asked family members "how well did the ICU chaplain assist and support you" with the same response scale. Because the response characteristics and findings for both items were similar (data not shown), and given the broader focus on the first question, we report our results using the former.
Chart Abstraction. Patient medical records were reviewed by trained chart abstractors using a standardized chart abstraction protocol. All abstractors underwent Ն80 hrs of formal training including instruction on the study protocol, guided practice charts, and independent chart review with reconciliation by the trainer. Abstractors were required to reach 90% agreement with the trainer before being able to code independently. Throughout the study, 5% of charts were randomly coreviewed to ensure Ͼ95% agreement on the abstracted data elements.
Abstractors collected data on patient demographics, clinical variables, EOL care processes, and family conference data. Because this is an ongoing study and our analyses required both chart abstraction and family questionnaire data, we only analyzed subjects for whom both data sets were available.
Statistical Analysis
Our goal was to identify potential determinants of family satisfaction with spiritual care in the ICU. Based on our specific objectives, we used a two-step approach: 1) we compared family members who rated their spiritual care with those who did not rate this item (i.e., item skipped or not applicable), and 2) among those rating their spiritual care, we compared those who scored this item excellent against respondents who rated their spiritual care as something less than excellent. These comparisons were performed for patient characteristics, family characteristics, and EOL care processes. This specific analytic approach and all variables for comparison were designated a priori. The decision to compare excellent scores with all other response categories was based on a previous publication from the FS-ICU developers (13) .
Descriptive analyses were used to summarize spiritual item responses, patient/family characteristics, and EOL care processes. Univariate comparisons were performed using Student's t-test and chi-square or Fisher exact test for continuous and categorical variables, respectively. Given the skewed nature of family satisfaction data, FS-ICU scores were compared using the nonparametric Mann-Whitney U test.
The total score on the FS-ICU was computed using our previously validated scoring approach (10) . This method combines items from the two FS-ICU domains-satisfaction with care and satisfaction with decision making. This scoring method uses 24 items but does not include the spiritual care or chaplain items. As described elsewhere (10), FS-ICU scores are calculated by averaging available items, provided the respondent answers Ն18 of the items (70%). Scores are linearly transformed to range from 0 to 100 and oriented so that higher values indicate increased satisfaction. To account for data skewness, we express the FS-ICU scores using median values and interquartile ranges.
Multiple linear regression was performed to adjust for potential confounders and assess the relative importance of various factors on family satisfaction with spiritual care. Acknowledging the exploratory nature of this study, our model included block entry of any variable with a p value of Յ.1 in the univariate analyses and any variables hypothesized a priori as meaningful. Satisfaction with spiritual care, FS-ICU scores, and ages were modeled as continuous variables. All other variables were categorical. We initially included ethnicity in the model, but given the small number of nonwhite participants (Ͻ15%), this variable did not lend additional information and was subsequently excluded. Analyses were conducted using SPSS 13 (SPSS, Chicago, IL), and significance was defined as a p value of Յ.05.
RESULTS
After excluding families for whom there was no contact information, survey packets were sent to 1,074 family members of eligible patients. Among the 442 family members who returned survey packets (41% response rate), chart abstraction data were available for 356 patients.
Demographic characteristics for family members returning questionnaires were compared with those who did not return questionnaires. Both groups were similar with regard to age (68.1 vs. 70.1 yrs, p ϭ .07), sex (47.3% vs. 41.3% female, p ϭ .08), and median hospital length of stay (4 days for both, p ϭ .10). Survey respondents were more likely white (78.1% vs. 59.5%, p Ͻ .001) and had longer median ICU stays (2.8 vs. 2.4 days, p ϭ .02). Figure 1 displays the frequency distributions for the spiritual care item. Overall, only 73% of family members (259 of 356) rated their spiritual care, a finding similar to our previous study (10) . Among families who did not rate their spiritual care, 88% indicated it was not applicable. The remainder either skipped the item or the answer was uninterpretable. Among those rating their spiritual care, responses revealed a positive skew typical of satisfaction data. Table 1 summarizes the patient and family characteristics, stratified on whether the family member respondent rated his or her spiritual care. The only differences between the two groups were that patients and family members were slightly younger in the group rating their spiritual care (p Ͻ .001 and p ϭ .001, respectively). FS-ICU scores were nearly identical in the two groups, suggesting no difference in overall satisfaction with care. Table 2 displays the EOL care processes for the two groups, including presence of do-not-resuscitate orders at the time of death, symptom control in the last 24 hrs of life, and family conference data. Overall, a family-clinician conference occurred for 91% of families, and a pastor or spiritual advisor was involved in 60% of deaths. As expected, family mem- bers were more likely to rate their spiritual care if a pastor/spiritual advisor was involved during the last 24 hrs of the patient's life. Table 3 summarizes the patient and family characteristics, stratified on whether the family member rated his or her spiritual care as excellent or less than excellent (very good, good, fair, or poor). Family members reporting excellent satisfaction with their spiritual care also had higher satisfaction with their ICU care, as measured using the FS-ICU. However, no patient or family characteristics were significantly associated with higher satisfaction with spiritual care. Table 4 displays the EOL care and family conference data. In general, family members were more satisfied with their spiritual care if the patient had a do-notresuscitate order at the time of death or if a pastor/spiritual advisor was involved in the last 24 hrs of life. The presence of dyspnea in the patient at the time of death, as described by the family member, was also associated with lower satisfaction ratings.
In the adjusted regression model (Table 5), family members were more satisfied with spiritual care if a pastor/ spiritual advisor was involved in the last 24 hrs of life (p ϭ .007). This finding persisted after adjusting for patient and family characteristics, EOL care processes, and total satisfaction with the ICU experience. In addition, the family member's satisfaction with spiritual care was strongly associated with his or her overall satisfaction with ICU care (p Ͻ .001). Female family members reported higher satisfaction with spiritual care than male family members (p ϭ .03), but there were no other patient or family characteristics significantly associated with higher satisfaction with spiritual care. Overall, the model explained 51% of the variance observed (R ϭ .712).
DISCUSSION
The Robert Wood Johnson Foundation Critical Care Workgroup has identified spiritual care of families and patients as a key quality domain for EOL care in the ICU (19) . In addition, recent clinical practice guidelines describe spiritual support of the family as an important task for delivering comprehensive care in the ICU (20) . Anticipating future research on this topic, we sought to identify potential determinants of family satisfaction with spiritual care when a loved one is dying in the ICU. Overall, we found that family members were more likely to be satisfied with their spiritual care if a pastor or spiritual care advisor was involved during the 24 hrs before the patient's death. In addition, female family members tended to be more satisfied with spiritual care than male respondents. As expected, families who were more satisfied with their spiritual care were also more satisfied with their total ICU experience.
We also examined whether family members who rated their spiritual care were different from family members who did not rate this aspect of their ICU experience. We undertook this analysis because previous studies show that a high proportion of family members do not provide a rating of spiritual care (10, 11) . Because these data are likely not missing at random, it is important to understand this phenomenon if we are to use survey ratings of spiritual care to improve the quality of care for all family members. Overall, family members rating their spiritual care were slightly younger and their respective patients were slightly younger. In addition, family members were more likely to rate their spiritual care if a pastor or spiritual advisor was involved in the 24 hrs before the patient's death. However, no other patient/family demographics or EOL care processes distinguished family members who rated their spiritual care.
Our findings are supported by previous studies. When Abbott et al. (21) interviewed family members 1 yr after a loved one died in the ICU, half of the families spontaneously mentioned the value of clergy presence during EOL discussions. This may be because many family members use spirituality as a platform for coping with the guilt of "letting go" (22) . Similarly, others have shown that women and younger individuals may be more willing to openly discuss their spirituality with healthcare providers (23, 24) . Of note, Shahabi et al. (24) found that self-perceptions of spirituality were associated with being younger, whereas self-perceptions of religiousness were associated with being older. Our survey does not allow us to clearly distinguish these two concepts; future research in this area will require close attention to terminology and operative definitions.
Our findings also differ from previous studies. For example, we found no evidence that education level was associated with spiritual care ratings, whereas others have found that lower education levels are associated with higher ratings of spiritual care (24, 25) . However, this may be because our study was conducted in a single geographic region and the study population was predominately white.
A final interesting finding is that patient dyspnea was significantly associated with lower satisfaction with spiritual care in the univariate analysis and showed a similar trend in the adjusted model. One possible explanation is that patient breathlessness at the time of death caused spiritual distress in family members. Another possibility is that breathlessness led to general dissatisfaction that was not completely controlled for in our analyses. Because this is an exploratory analysis, however, we cannot determine the exact reason for this finding. We recommend that future studies further examine the effects of patient symptom management on family satisfaction ratings. Since the early work by Molter (26), many researchers have focused on identifying and meeting the needs of families in the ICU. However, few studies have focused on the spiritual care of families with a loved one in the ICU. One possible reason that this topic has not been studied is that clinicians under-recognize the value of spirituality, just like they underrecognize the importance of religion. For example, most patients and families find religion to be the most important factor enabling them to cope with medical illness, but only a small percentage of physicians feel this way (7) . Similarly, health professionals often underestimate the role that religious faith plays in medical decision making for patients and families (27) . Finally, there is a considerable gap in religiosity levels between patients and physicians, with physicians much less likely to report a strong religious identity (28) . Although spirituality and religiosity are different concepts, these studies of religion provide valuable insights into the apparent research gap.
Many families and patients want physicians to ask about spirituality, especially during life-threatening illnesses (23, 29, 30) . In addition, experts have called for clinicians to assess the spiritual needs of critically ill patients and their families in the ICU (31) . However, most authors agree that healthcare professionals should resist the urge to undertake directive or proscriptive theological discussions with families in the ICU (2, (32) (33) (34) (35) (36) (37) . Although some programs offer spiritual care training to intensivists (6), we believe that complex spiritual issues are best handled by a trained expert. In general, ICU clinicians should respectfully broach the topic with family members, and if additional assistance is required, make an appropriate referral to a spiritual specialist (38 -40) .
There are limitations to this study. Because this study focused on patients dying in the ICU, these findings may not apply to families of ICU survivors. In addition, because our population was predominately white and from Seattle-area hospitals, our findings are unlikely to generalize to other U.S. regions with different racial, ethnic, or religious compositions (41) . Despite obtaining a response rate that is comparable with other studies of families after the death of a patient, there is still potential for nonrespondent bias. Although this bias may limit generalizability of our findings, this should not affect the validity of the observed associations. By design, we performed multiple comparisons and our findings should be interpreted accordingly. Similarly, we are unable to determine the direction of observed associations. For example, chaplains may simply be more likely to visit families who openly discuss their spirituality. However, given the preliminary nature of this area of inquiry and the need for hypothesis generation, we believed this approach was appropriate. Finally, we used a data set that did not measure religious denomination or levels of religiosity. Given the importance of these two attributes for this field of research, future studies should attempt to quantify these attributes using simple screening questions (42) (43) (44) .
Approximately 95% of Americans report they believe in God, with 72% calling religious faith the strongest influence in their lives and 40% attending worship in a typical week (45). Although religion is not synonymous with spirituality, both concepts share common elements, including perception of self, others, and a transcendent being or force (1) (2) (3) . When discussing these issues with patients and families, however, it is probably best to use the term "spirituality" because of its broad and inclusive nature (46) . In addition, it is important to recognize that although our study focused on family members, critically ill patients may also have significant spiritual needs.
In summary, we found that family satisfaction with spiritual care is higher when a pastor or spiritual care advisor is involved during the 24 hrs before the patient's death. These findings suggest that if a patient is dying in the ICU, clinicians should assess the family's spiritual needs and consult a spiritual advisor if desired by the family. For families in the ICU, critical illness is a time of crisis that challenges them to find meaning in the midst of suffering. A comprehensive approach to ICU care should aim to meet not only the physical but also psychosocial and spiritual needs of patients and their families. Based on previous reports showing physicians perform poorly when it comes to talking about EOL issues like dying and spirituality (47), we believe there is room for improvement. 
